Appetite in children is an important determinant of nutritional intake and growth. The information used by caregivers to understand children's appetite can help inform infant and young child feeding promotion and appetite assessment. We conducted a qualitative study to (a) explore maternal perceptions and responses to children's appetite and (b) to identify how these factors differ by type of caregiver, level of maternal experience, and urban versus rural context. We used purposive sampling to recruit mothers and alternate caregivers into 14 total focus group discussions (six to eight participants in each group; N = 95) in both urban and rural settings in Bangladesh.
sensory experiences related to food such as visual or olfactory aspects, cognitive and emotional cues, and social situations and cultural conventions (Anderson, 1996) . Lack of or reduced appetite, known as anorexia, is associated with poor weight gain and stunted linear growth in infancy, as well as IYCF practices (Brown et al., 1992) . Reduced appetite is related to acute illness and systemic inflammation, both of which are common in low-income countries (Prendergast & Kelly, 2012) . In these settings where high rates of undernutrition and poor water, sanitation, and hygiene infrastructure coexist, it is important to understand caregiver's awareness of children's appetite to maximize the opportunity to better plan, deliver, and evaluate interventions directed to address children's nutrition and common childhood illnesses.
Perceptions of a child's appetite are important factors in child feeding as they influence the frequency at which caregivers feed children and the amount of food offered during feedings (Black & Aboud, 2011; Bentley et al., 2011) . Combined with traditional beliefs and a lack of appropriate knowledge regarding IYCF practices, a perceived or real lack of appetite has negative influences on appropriate complementary feeding (Paintal & Aguayo, 2016) .
Although child age, peer group, feeding styles, beliefs, and food diversity are known to influence children's appetite (Bentley, Black, & Hurtado, 1995) , we lack a solid understanding of how mothers understand appetite cues, and whether and how they recognize changes in children's appetite in relation to overall health or illness.
Children in resource-limited settings often suffer frequent infections (Liu et al., 2015) . Beyond the common childhood illnesses of pneumonia, diarrheal disease, and malaria, many children in impoverished contexts suffer from environmental enteric dysfunction (EED)-a condition of subclinical intestinal inflammation, blunted intestinal villi, and increased intestinal permeability. The aetiology of EED is not fully known but is thought to be partially due to chronic intestinal infections and/or chronic asymptomatic exposure to faecal organisms resulting from poor water, sanitation, and hygiene (Keusch et al., 2013) . The systemic inflammatory response unleashed by EED, together with the immune activation from other childhood illnesses, is thought to play important roles in increasing metabolism, which inhibits normal bone growth, decreases appetite, and leads to poor growth (Korpe & Petri, 2012) .
Current tools available to understand appetite in low-income countries settings have only been developed in the context of severe acute malnutrition (WHO, 2016) . These tools require health worker assessment and are therefore labour intensive. We currently lack a method for accurate and field-friendly measurement of child appetite in both individual clinical and populationbased community settings. Therefore, it is necessary to improve identification of children who would benefit from interventions directed towards the causes of low appetite and to monitor children's response to interventions. In order to build evidence for how caregivers interpret children's appetite in low-resource settings, we conducted a qualitative study to (a) understand maternal perceptions and responses to children's appetite and (b) to identify how these factors differ by child age, type of caregiver, level of maternal experience, maternal employment, and by urban and rural context. We conducted 14 focus group discussions (FGDs), six in a rural setting, and eight in an urban setting in Bangladesh. IYCF practices in Bangladesh have improved steadily in the past 10 years but remain poor. Nationally, only 23% of children 6-24 months are fed a "minimally acceptable diet"-a composite indicator of child feeding adequacy that includes the frequency of feeding and dietary diversity (NIPORT, Mitra, & Associates, and IRC Macro, 2016) .
Both urban and rural areas were chosen for this study to broaden the generalizability of the study findings. The urban setting, Mirpur, is located in Dhaka and has a population of approximately 500,000 residents in an area of 14 km 2 (35,000/km 2 ; Ahmed et al., 2014) . This community was selected as the urban setting because it is inhabited by low-and middle-income families, and the residential and sanitary conditions are typical of a congested urban slum settlement. The study investigators also have ongoing research activities in this area, and the urban FGDs were conducted in a preexisting feeding centre. The rural site, Mirzapur, is located approximately 75 km from Dhaka. It is a subdistrict located in the Tangail District of Dhaka Division and has a relatively lower population density of 1,091 residents/km 2 .
Approximately half of the households use improved sanitation, 60%
of the population has electricity, and the residents rely mainly on tube wells for drinking water. Men are mostly engaged in rice and jute production or daily wage labour, often abroad, whereas women work mainly in the home (Das et al., 2013) . The rural FGDs were conducted in a field office of the International Centre for Diarrheal Diseases, Bangladesh (icddr,b).
Key messages
• Caregivers mainly recognize "appetite" in young children through monitoring food consumption and to a lesser extent, the presence or absence of normal food preferences. The main emotional or behavioural signs monitored by mothers are children's food preference or refusal.
• Child appetite is a well-recognized concept in Bangladeshi culture; however, there are distinct and important differences in the perception of appetite between urban and rural mothers.
• More experienced mothers appear to have a better understanding of children's appetite and appear more likely to recognize cues of appetite and anorexia, whereas mothers involved in demanding formal work were described as less aware of children's appetite cues and relied more on alternate caregivers to respond to feeding cues.
| Participants
We adhered to the Consolidated Criteria for Reporting Qualitative
Research (Tong, Sainsbury, & Craig, 2007) . We recruited mothers and alternate caregivers of children between 6 and 59 months to ensure that most children were receiving complementary foods. Data collection occurred in two phases. The first data collection phase recruited FGD participants into groups on the basis of characteristics that the study team believed to be important factors for child appetite. In this phase, we conducted 12 total groups, six in the urban setting and six in the rural setting. Within each setting, we further broke groups down by the age of the child and caregiver experience. Within each site, child age (6-12 months, 13-24 months, and 25-59 months) was used as a group characteristic to account for the different developmental stages of children in relation to how appetite was demonstrated to caregivers.
To investigate differences by caregiver experience, two focus groups in each site were composed: one consisting of experienced mothers-that is, those who had more than one child-and one with first-time mothers. To explore whether mothers' employment status has any effect on understanding or recognizing their children's appetite, we conducted two additional focus groups in the urban setting among mothers who were employed outside of the home. We did not conduct a FGD of this same group in the rural setting as mothers in this context are mostly work full-time at home are caregivers. The breakdown of focus groups and inclusion criteria for each is summarized in Table 1 .
Though mothers are still thought to be the primary arbitrator in determining feeding responsibilities (Troiano, Briefel, Carroll, & Bialostosky, 2000) , changing maternal employment trends have led to an increasing involvement of alternate caregivers (Chao & Rones, 2007) . In Bangladesh, 32% of ever-married women are employed (NIPORT, Mitra, & Associates, and IRC Macro, 2016) . Finally, one group in each site was composed of alternate caregivers, which included fathers, aunts, and grandmothers. This group was recruited by screening households through door-to-door visits within each study setting. To be eligible, alternative caregivers were required to be adult who provided full or part-time child care to a child ages 6 to 59 months who was eating foods in additional to breast milk. Fathers and paternal grandmothers (i.e., mother-in-laws to children's mothers) were specifically recruited because they are known to be key decision-makers for child health in this context (Shahabuddin et al., 2016 The conceptual framework of the study (Figure 1 ) was used to inform the research question, develop the FGD guide, and to guide the analysis.
The research team created this framework early in the research process to inform the sampling plan and questionnaire development. This framework describes the proposed basic, underlying, and immediate influences of caregiver's recognition of children's appetite and is based on the WHO Conceptual Framework on Childhood Stunting, which focuses on community, societal, household and family influences of inadequate complementary feeding practices (Stewart et al., 2013) .
Examples of immediate influences include whether grandmothers, aunts, or hired caretakers are the main participants in child feeding, the number of previous children cared for by a mother, and the level of instruction a mother has received on treating or feeding sick children.
Underlying influences include the work and time-related constraints imposed by work and other caring responsibilities, mothers' experiences in urban or rural settings, and norms around feeding (i.e., the timing of the introduction of complementary foods, typical child feeding styles).
Basic influences include women's empowerment, opportunity structure in their surrounding society, educational attainment, and agency.
Empowerment is defined as the process by which mothers gain control over the factors and decisions that shape their lives (World Health Organization, 1998) . Agency refers to the capacity of mothers to act in their given contexts (Crocker & Robeyns, 2009 
| Recruitment
The research team has a longstanding relationship with the study communities and maintains a listing of households that include demographic information. Using this register, we identified households in Mirpur and Mirzapur that contained participants who fit the eligibility 
Number of Groups
Mothers with children 6 to 59 months Mother of at least one child ages 6 to 59 months 6 (3 urban, 3 rural) extracted from interviews and linked to the demographic data using the de-identified participant identification number. Codes were developed from the conceptual framework ( Figure 1 ) and through emergent themes. The different participant groups were analysed using the constant comparative method using both explicit and implicit processes (Glaser, 2008) . Explicit comparisons were made when one participant group remarked on their identity in that group (e.g., first-time mothers and working mothers). Implicit comparisons were analysed by comparing main themes between groups (e.g., urban and rural) to identify differences in main findings, including the absence of patterns. For example, if participants in the rural group did not describe the influence of maternal employment on appetite recognition when that topic was assessed, we understood this topic to be less influential on mothers' appetite recognition in this setting, compared to the urban context where it was discussed in depth in multiple groups.
3 | RESULTS Table 2 summarizes the demographic characteristics of the study sam-
ple. Approximately N = 95 participants (mothers and alternate caregivers) participated in the study, with 41 from the rural site and 54 from the urban site. Education levels among mothers were lower in the urban setting. Among urban mothers, 25% had no formal education compared to just 3% in the rural setting. Urban mothers were more likely to be formally employed outside of the home (44% vs. 6%); however, we oversampled formally employed mothers in the urban context to explore the influence of maternal work on appetite recognition in FIGURE 1 Conceptual framework of multi-level influences of caregiver perceptions of child appetite in low-and middle-income countries this population. Among mothers employed outside of their homes, 50% worked in the garment industry and 21% worked as house workers. The mean age at first pregnancy was 1.9 years higher among rural mothers than their urban counterparts (20.8 vs. 18.9 years). We recruited a similar proportion of primiparous and multiparous mothers in each setting.
We identified 15 codes related to six main study topics. 3.1.2 | Cues and signs to understand and respond to appetite presence
Mothers described signs and cues used by children to indicate appetite, such as "bringing food close to him," pointing to food, grabbing food from a sibling's hand, asking verbally for more food, crying when hungry, and asking other family members (father, grandmother, and "everyone around") for food. They described that children too young to verbally express themselves sometimes brought plates to their mothers to indicate appetite. Mothers also noted that a key sign of children's appetite is promptly and regularly eating whatever food is offered, "without any trouble" or challenge. Following a bout with illness, the return of appetite, marked by gradual increased food consumption, was a marker of an improving appetite.
3.2 | Topic #2: Words, cues, and signs to identify and respond to appetite absence
| Words and phrases
When asked about illness and appetite, caregivers recognized the difference between hunger and appetite. They knew that although their child might be hungry and request food, they still refuse to eat due to lack of appetite. "Sometimes he cried all day long and doesn't eat at all. So I understand that he is hungry but has no appetite for food hence could not eat. He throws away whatever is offered. So he has no appetite (Age 23, one child, rural)."
Mothers described that a lack of appetite is indicated when their child is "not hungry," has "no delight," or has little "interest" or "need" for food. Mothers also mentioned illness as a reason for a lack of appetite. "When the children do not want to eat, we have to try to feed them. If the child has infection in tongue, that's why he cannot eat (Age 23, two children, rural)."
| Cues, signs to identify appetite absence
Mothers indicated that refusal to eat even when force fed, reduced breastfeeding, spitting out food or vomiting, and throwing away food are signs of poor appetite: "My child will start to cry when he is hungry but would not eat even if I try to feed him forcefully, he will spit and throw away food. That's how I understand that my child doesn't have appetite (Age 25, one child, rural)."
Caregivers also understood that lack of appetite could be an indicator for illness and some used it as a cue to seek medical help:
"Well, during his sickness he eats a lot smaller amount of food or vomits away. Cries a lot too. He doesn't want to eat all of those foods he normally likes when he is sick (Age 22, one child, rural)."
As another mother noted, "My child had fever 2-3 months ago. I wiped his head to cool down his body. He refused to eat at the morning time (Age 32, two children, rural)."
Mothers described other cues to indicate an absence of appetite, such as a child pretending to sleep or feel sick when offered food.
"When he sees I am bringing something for him he starts acting like sleeping or says 'I will not eat this or will say I feel sick' just to avoid eating (Age 23, one child, urban)." Mothers also noted that children would at times refuse to eat the same foods on subsequent days, noting that appetite would decrease due to a lack of food diversity.
"If a child refuses to eat the same food the next day, then it's assumed that the child has no appetite for that food. (Age 23, one child, urban)."
| Distinguishing between appetite and other child behaviours
Opinions varied regarding feeding and appetite recognition, and mothers noted that children cry for many reasons. Most mothers noted that cues such as pointing to food, tugging at clothing, vocalizations, or specific requests helped them to distinguish when children cry because they are hungry. Mothers also described that children sometimes cried in response to force feeding and that an appetite may exist even when they refuse to eat. Other family members who participated in childcare offered assistance in responding to crying children and in interpreting if a child's crying was due to hunger.
Caregivers understood the difference between appetite, which was described as the physical and emotional desire to eat, and expressing food preferences, particularly for favourite foods. However, mothers noted the connection between these terms: Appetite was sometimes built by offering favourite foods (e.g., rice and eggs) or when children would consume these and other preferred foods. Signs and cues that a child has an appetite "When child eats I understand that he has appetite. Will eat everything I offer and if he continues to eat then I will understand that he has appetite."-(age 27, two children, rural)
Signs and symptoms
Signs and symptoms that a child is lacking an appetite "Doesn't want to eat when it's time to. He is apathetic towards foods. Throws away or spits them when sees food."-(age 28, two children, rural)
Signs or cues, appetite in illness
Signs or cues that a child has an appetite during illness Urban/rural differences Difference in caregiver perceptions of appetite according to urban slum versus rural setting "Some mothers from rural area understand less. They cannot take care of their child.
[They] neglect their feedings until the child starts to cry."-(age 28, two children, rural)
Maternal work influences
Influence of maternal work on appetite recognition or response to appetite cue "When we drop him off there I leave food with him. When I pick my child up I ask the Centre people whether he had eaten or not. If not, then I bring food from the store or feed him at the house."-(age 20, one child, urban, working mother)
| Strategies to improve appetite
Mothers and caregivers indicated that they are able to recognize abnormal eating behaviours and mentioned strategies used to facilitate eating. Strategies included force feeding, offering favourite or sweet foods, encouraging eating through playful conversation, and feeding children the foods they request.
| Strategies to improve appetite in working mothers
Although strategies were typically the same from mothers employed outside of the house and mothers who worked at home full-time, mothers who work outside of the home described the practice of giving daytime caregivers money to buy food from outside of the home and to allow caregivers to feed children's favourite foods when they refuse to eat normal family foods.
3.3 | Topic #3: Differences in appetite recognition and response by caregiver's parenting experience
Maternal experience was an important factor in the understanding of appetite cues and eating behaviour of children. We assessed this by recruiting first-time mothers into a separate group in both urban and rural contexts. More experienced mothers noted that younger mothers became more knowledgeable about appetite recognition and appropriate responses with subsequent pregnancies: "If and when the mother has a second child, then this lacking will not be there because she will understand what is needed to be done. That is, she will have the experience of being a mother (Age 22, one child, rural)."
Older mothers described younger mothers as being busier with chores and work that distract them from attentive feeding. "Sometimes if a mother has a child at a very early age, that is, as a result of early marriage, then she would lack sense needed for taking care of babies. They also won't have the sense if they are uneducated. In many villages, some girls get married and think that their child will eat if he wants to eat and not eat if he does not want to. (Age 24, one child, urban)." As one multiparous mother noted that "Mothers need to stay with children always. Then she will understand if her child is eating or not (Age 30, two children, rural)." First-time mothers noted that the regularity of observing children's eating patterns was important to recognizing if a child's appetite has changed. Younger, first-time mothers described their experiences with learning: "Now, I understand and can feed my child small amounts. Now it is clear that the child must be fed timely (25 years old, one child, rural)." Another mother described resistance to receiving advice, irrespective of age or experience: "There are many who don't want to listen to others in this regard.
What will happen to her child then? (Age 24, two children, rural)".
Mothers, including participants in the first-time mothers group, pointed out "early marriage," "working mothers," and "illiteracy" as important factors that contribute to mothers' lack of understanding appetite signs and cues. Respondents noted that mothers with media access, or who receive health information from peer group counselling, nutrition programs, or books are more knowledgeable about appetite.
One first-time mother explained that mothers in Bangladesh have a range of abilities in recognizing and responding to children's appetites, citing qualities like "patience for feeding the child" and connecting the trait of recognizing appetite with the same trait of "easily understanding beforehand whether their child is going to catch fever or cold." Noting the connection between experience and com- 3.4 | Topic #4: Differences in appetite recognition and response by urban and rural setting
The differences in appetite recognition and understanding were assessed mainly through implicit comparisons between the eight urban and six rural focus groups. We identified three main differences between these two groups. First, financial stress in feeding children was more commonly noted in the urban group, who were also more likely to be formally employed outside of the home. Second, the urban group described more resources that can be used to help address poor appetite such as access to nutrition professionals, TV shows, books, and childcare centres. Third, the urban group more readily connected caregiver education with appetite recognition. 3.5 | : Topic #5: Roles of alternate caregivers in appetite recognition and response
The perceptions of alternate caregivers were identified implicitly through comments made by mothers and explicitly through two focus groups that included alternate caregivers specifically. The importance of alternate caregivers was identified by mothers in both urban and rural settings who described alternate caregivers as key informants regarding their children's appetite, especially in the case of working mothers. Grandmothers noted their own experience with recognizing children's appetite, because they had been parents themselves. "I understand child's appetite well since I have already raised two children before (Grandmother, age 55, Urban)."
Mothers noted that mothers-in-law and older sisters provide "guidance about doing and not doing things" to help children eat.
One mother noted that her child eats better from her sister, who had more patience with feeding her child and was able to get her child to eat more, noting that, "It takes a lot of time when I try to feed him, and at some point I get angry (Age 16, one child, rural)."
3.6 | Topic #6: Roles of working mothers in appetite recognition and response
Both mothers who work outside of the home and mothers who stay at home full-time with their children describe maternal employment as a major factor in understanding children's appetite cues. Working mothers describe their practice of discussing children's appetite cues and signs with the daytime caregivers after they return home from work: "Whoever I leave my child with, when I am back from work I ask whether my child ate or not" (working mother, urban)." One mother described that mothers who stay at home with their children may be able to feed children more frequently: "…When a mother is at home all of the time she can feed her child in [regular] intervals. A child who eats three times a day has more appetite than a child who doesn't get to eat three times a day (working mother, urban)."
Most mothers who worked outside of the home expressed dissatisfaction with their need to have other adults provide nutritional care
for their children. This was partly due to feeling out of touch with children's feeding patterns or feeling a need to provide treats for children when they return home. "I ask my mother what he ate or what he wants to eat, and I bring those foods home for him (working mother, urban)." Mothers described efforts to compensate for their absence by bringing children favourite foods from outside the home upon their return from work. "If he refuses to eat, I give him whatever he wants to eat. I bring chocolate 2-3 times a day (working mother, urban)".
Despite feeling somewhat less informed about children's feeding patterns and appetite cues, working mothers made efforts to stay informed about changes in children's appetite, especially during illness.
When working mothers do provide nutritional care in the evenings and on weekends, they describe the same set of appetite signs and cues.
Some working mothers would encourage daytime childcare providers to encourage children's appetite through providing money and instructions to daytime caregivers to purchase children's favourite foods, for example, to encourage eating if children displayed lack of interest in traditional family foods. "I cook noodles for my child and milk is always in the house. I also leave some money in case he wants to eat something from the store (working mother, urban)."
The type of mother's work was also found to influence mother's availability to provide care for children at home and influence their knowledge of appetite cues and patterns. "Those who work as a housemaid get very few days off because they have to work every day. Garment workers get at least two days off in week (Working mother, urban) ." Mothers engaged in formalized employment in the garment industry expressed some reluctance to request days off from work: "I have to ask my employer that my child has fever, cough ... If that's permitted that happens as unpaid leave ... Most of the people don't take leave because they don't get paid (working mother, urban)."
| DISCUSSION
Caregiver recognition of child appetite during healthy and ill periods appears to be a critical component of optimal nutritional caregiving.
Through assessing the perspectives of mothers and alternate caregivers from a variety of backgrounds, this study sought to understand the perceptions and beliefs of caregivers in Bangladesh regarding children's appetite cues, signs, and behaviour. To date, no study has examined caregivers' understanding of appetite nor examined these factors across maternal experience and work level, in both urban and rural contexts.
Schedule-related stress as well as changing caregiver patterns to accommodate formal and informal work was identified as an important influences of appetite recognition. Maternal employment appears to be a challenge for consistent infant and young child feeding and highlights the important role of alternative caregivers (especially sisters and mother-in-laws) as influencers when implementing nutrition interventions that seek to prevent undernutrition. These findings have implications for how appetite recognition may be improved through interventions, and also highlight that less experienced mothers, and mothers who work, may be less knowledgeable about children's appetite cues and thus less appropriate to survey through an assessment tool of child appetite. A recent study based on the Bangladesh Demographic and Health Survey data found that young, first-time mothers from rural areas were more likely to have an underweight child (Islam, Islam, Bharati, Aik, & Hossain, 2016) . Although the trend of adolescent marriage and corresponding early motherhood is decreasing in Bangladesh (Hossain, Mahumud, & Aik, 2016; Kamal, Hassan, Alam, & Ying, 2015) , it is clear that young mothers in this context can benefit from additional health system supports and resources to help improve appetite recognition.
Feeding during illness and recovery is especially important in the South Asian context, where children suffer frequent infection. Optimal IYCF practices during illness and convalescence are essential to avoid further nutrient deprivation as nutritional stores are diverted away from growth towards the immune response (Paintal & Aguayo, 2016) .
In this study, poor appetite during illness and a reduction in children's communication about their appetite were commonly noted. Mothers described children's refusal of food, vomiting, and crying as the most common indicators of a lack of appetite. Mothers had difficulty in assessing appetite cues during illness and reported challenges to feeding their children when they were sick. Although caregivers responded to a variety of signs and cues when children were healthy, mothers resorted to less healthy comfort foods or fed their children forcefully during illness. Although some studies conducted in Nigeria and Guatemala indicate that force feeding may be less common in developing countries (Bentley, Caulfield, Torun, Schroeder, & Hurtado, 1992 and Oni et al., 1991) , this feeding style was described by many participants.
Undesirable feeding styles, and methods for improving appetite recognition and response during illness, warrants further exploration.
By assessing perceptions of appetite from a variety of groups, we identified characteristics that may place certain groups at risk.
Experienced mothers, and those living in a rural context were found to be more responsive than working or urban mothers regarding children's appetite cues and their overall feeding schedules. A study based in rural Kenya identified caregiver's stress related to work schedules as a critical factor for identifying appetite cues as well as the overall health status of children (Abubakar, Holding, Mwangome, & Maitland, 2011) .
Thus, efforts to improve appetite recognition and nutritional care among caregivers should recognize the broader social context of caregivers, particularly time stress and competing priorities. Efforts should continue to engage alternate caregivers to provide more complete dissemination of key messages to improve appropriate nutrition care.
The research team is working to develop a multidimensional tool to assess child appetite in LMIC contexts as a way to screen children who have poor appetite and as a way to measure responsiveness to interventions addressing underlying causes of poor appetite. The results from the FGD will be used along with evidence from the existing literature to inform the development of this quantitative tool to assess caregiver perceptions of children's appetites. Table 4 summarizes how these findings help inform the tool development. Briefly, the study findings indicated that children's food consumption, in terms of quantity and frequency, was a major factor in understanding appetite. A variety of signs-mainly verbal and physical-were described by caregivers as indicators of children's desire to eat. Mothers described illness as a cause of poor appetite. Mothers and alternate caregivers described a variety of strategies to build an appetite and to encourage food consumption in children who lack a normal appetite. These findings can be translated into questions that assess appetite in the context of illness, recovery, and in the community context where conditions like environmental enteropathy may impair appetite in children with no detectable physical illness.
| Limitations
Our study is limited by several factors. First, our study design enabled us to identify main themes by participant group but does not allow us to express the frequency of these themes, or to rank order them according to level of importance. Second, although we compare responses by subgroups, our study resources limited the ability to recruit more focus groups for each demographic stratum. We were therefore limited to two groups by characteristic (first-time mothers, mothers of children under 1 year, and alternate caregivers). To validate findings regarding working women, we did conduct two additional focus groups among working mothers in the urban setting. Although we attempted to develop broad interview guides that could elicit responses that may be applied elsewhere, the cultural context of the study may not translate to other settings. We plan to use the results from this study to inform a quantitative tool that will be tested and refined in multiple contexts to broaden the contextual validity.
| CONCLUSIONS
To recognize appetite in children, caregivers in Bangladesh primarily observe food consumption, although they also monitor children's emotional and physical cues. Mothers who work in jobs away from home, but receive help from alternate caregivers, may be less informed about their children's appetite cues. Approaches to improve caregiver's recognition of appetite cues, such as education programs to improve infant feeding responsiveness, should be explored. Measurement of children's appetite remains an important area for identifying illnesses that suppress appetite and, in turn, cause poor growth, or to assess treatment responsiveness. 
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Recovery and about child appetite in relation to normal eating behaviour to assess aberration from norm, including improvement.
Mothers describe a range of maternal experience in their communities, noting that this general experience influences caregivers perceptivity to changes in appetite Assess how experienced and confident mothers feel in recognizing appetite in their children, e.g., Do you feel that you know enough about your child's feeding habits to feel if their appetite has changed?
Appetite is visible when "child stretches the hand," points, or grabs for food
Assess the ways in which a child physically or emotionally asked for food, as well as how these signs change over time or in response to interventions
Maternal work schedules may limit understanding of appetite patterns Question to assess who the primary person responsible for feeding the child is in order to identify if the respondent has reliable knowledge regarding appetite changes, or if other caregivers may also be suitable informants of appetite levels
